Manual jet ventilation (20 b.p.m.) and high frequency jet ventilation (300 b.p.m.) were compared during laser resection of tracheo-bronchial stenosis under general anaesthesia. Both methods provided similar blood-gas tension* at the 10th min of surgery in patients with tracheal stenosis. In patients with bronchial stenosis high frequency jet ventilation resulted in modest hypercarbia and manual jet ventilation appeared to be the pretexted method in these particular patients.
Although high frequency jet ventilation has been used experimentally (Klain and Smith, 1977; Smith, Klain and Babinski, 1980) and clinically (Babinski, Smith and Klain, 1980; Borg, Ericksson and Sjostrand, 1980; Smith et al., 1981; Carlon et al., 1981) in different situations, no assessment has been made of its role in patients with severe stenosis of the trachea or of a main bronchus. Two previous articles (Toty et al., 1981; Vourc'h, Tannieres and Personne, 1980) have described our clinical results using the Nd Yag laser for the photoresection of tracheo-bronchial lesions. The purpose of the present study was to assess, during this procedure, the use of manual jet ventilation QV) and high frequency jet ventilation (HFJV) and to compare these from two points of view: gas exchange and operating conditions. Previously it was shown that, during bronchoscopy, HFJV at a rate of 300 b.p.m. achieved satisfactory gas exchange and improved operating conditions (Vourc'h et al.; 1983) .
PATIENTS AND METHODS

Patients
Forty patients with severe airway stenosis were studied during laser photoresection. The method of ventilation was HFJV (300 b.p.m.) in the first group of 20 patients and manual JV (20 b.p.m.) in the second group.
Twenty-three patients presented with tracheal stenosis (13 in the HFJV group, 10 in the JV group) and 17 with stenosis of a main bronchus (seven in the HFJV group, 10 in the JV group). 
Methods
Anaesthesia and bronchoscopic technique were as described previously (Vourc'h et al., 1983). The tip of the bronchoscope was kept just above the stenosis, either in the trachea or in a main bronchus. In this latter instance, ventilation of the contralateral lung was provided through side vents (Jardine, Harrisson and Healy, 1975) .
Statistical analysis
Results were expressed as the mean ± standard deviation. Statistical analysis used Student's ftest for comparison between the two groups of patients; A probability of P< 0.05 was regarded as statistically significant.
RESULTS
The results are summarized in table I. Blood-gas tensions were similar in the two groups before anaesthesia; 10 min following the beginning of surgery Pao? did not differ but PacOj was greater in the HFJV group (5.43 ± 1.76 kPa) than in the JV group (4.34 ± 0.9 kPa)(P< 0.02).
Comparison between the two types of ventilation in patients with tracheal stenosis showed no difference (table II) ing a brief surgical procedure. The need for ventilatory support depends on the endoscopist's technique and although some prefer a fibreoptic instrument (Dumon et al., 1982) , our group prefers the use of a rigid bronchoscope since this increases the quality of vision, permits easy cleaning of the optics, adequate suction of blood or secretions and makes the removal of large fragments of tissue easier. The use of a rigid bronchoscope makes general anaesthesia and controlled ventilation essential in most patients. Ventilation was previously achieved by using manual jet ventilation (Sanders, 1967) which was found satisfactory clinically. However, the high pressure of injected gases induced marked movements of the tracheo-bronchial wall and spread blood and secretions. These side-effects could be minimized using high frequency ventilation.
Analysis of our results is not simple: alveolar ventilation depends on the quality of ventilation and on the result of surgical treatment of the stenosis. However, it is clear that HFJV induced increases in PacOj especially in patients with stenosis of a main bronchus. In these patients, the tip of the bronchoscope was located in a main bronchus, and Keszler and Klain (1982) demonstrated the importance of the position of the jet injector for HFJV. Although in this study manual JV provided ventilation of the opposite lung through the side vents (Jardine, Harrisson and Healy, 1975) , because of the high pressure of injected gas, this probably did not occur with the low pressure provided by HFJV.
We recommend, therefore, manual jet ventilation when the tip of the bronchoscope is located in a main bronchus and HFJV when it is located in the trachea. Furthermore, the rate of HFJV can be kept less than 300b.p.m. if this does not hamper the endoscopist, since it provides better gas exchange.
Another advantage of HFJV is that, at the end of the procedure, when the suxamethonium infusion is discontinued, the patient's spontaneous respiration returns progressively, and the bronchoscope can be removed, without any need for manual ventilation using a face-mask. Se comparo la ventilacion a chorro manyal (20 b.p.m.) y la ventilacion a chorro de alta frecuencia (300b.p.m.) durante una reseccion con laser de la estenosis traqueo-bronquial bajo anestesia general. Ambos metodos produjeron tensiones sangre-gas similares al 10 mo minuto de la cirujia en packntcs con estenosis traqueal. En pacirntes con estenosis bronquial, la ventilacion a chorro de aim frecuencia ocasiono hipercarbia moderada y la ventilacion a chorro manual parecio ser el metodo preferido en estos pacientcs particularcs.
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